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Hazardous Chemical Incidents in Schools — United States, 2002-2007 


Chemicals that can cause adverse health effects are used in 
many elementary and secondary schools (e.g., in chemistry 
laboratories, art classrooms, automotive repair areas, print- 
ing and other vocational shops, and facility maintenance 
areas) (/). Every year, unintentional and intentional releases 
of these chemicals, or related fires or explosions, occur in 
schools, causing injuries, costly cleanups, and lost school days 
(1). The federal Agency for Toxic Substances and Disease 
Registry (ATSDR) conducts national public health surveil- 
lance of chemical incidents through its Hazardous Substances 
Emergency Events Surveillance (HSEES) system. To identify 
school-related incidents and elucidate their causes and con- 
sequences to highlight the need for intervention, ATSDR 
conducted an analysis of HSEES data for 2002-2007. During 
that period, 423 chemical incidents in elementary and second- 
ary schools were reported by 15 participating states. Mercury 
was the most common chemical released. The analysis found 
that 62% of reported chemical incidents at elementary and 
secondary schools resulted from human error (i.e., mistakes 
in the use or handling of a substance), and 30% of incidents 
resulted in at least one acute injury. Proper chemical use and 
management (e.g., keeping an inventory and properly storing, 
labeling, and disposing of chemicals) is essential to protect 
school building occupants. Additional education directed at 
raising awareness of the problem and providing resources to 
reduce the risk is needed to ensure that schools are safe from 
unnecessary dangers posed by hazardous chemicals. 

ATSDR established HSEES in 1990 to collect data about 
acute hazardous substances releases (2). HSEES funds state 
health departments through a competitive program announce- 
ment to collect information about eligible events and enter 
the data into a standardized, ATSDR-provided web-based 
system. Each of these states employs a state HSEES coordina- 
tor. Under HSEES, a substance is considered hazardous if it 
might reasonably be expected to cause adverse health effects to 


humans. The HSEES protocol defines an eligible event as an 
uncontrolled or illegal release, or threatened release, of one or 
more hazardous substances in a quantity sufficient to require 
removal, cleanup, or neutralization according to federal, state, 
or local law. However, the definition of an eligible incident 
varies among HSEES states because minimum reporting 
requirements vary according to state and local laws. State health 
department programs actively gather information for HSEES 
by negotiating agreements with state and local agencies that 
are notified routinely when hazardous substances emergencies 
occur. Among these agencies are police and fire departments, 
environmental agencies, and various emergency response 
offices. The states also use news reports for identifying events. 
In each state, the HSEES coordinator reviews the circumstances 
surrounding each event, including the factors that contributed 
to school-related events. 

In 2002, HSEES began collecting information to identify 
the primary contributing factors associated with chemical 
incidents. During 2002-2007, HSEES collected data from 15 
states that reported school-related chemical events. Eleven state 
health departments (Colorado, lowa, Minnesota, New Jersey, 
New York, North Carolina, Oregon, Texas, Utah, Washington, 
and Wisconsin) reported school-related events for all 6 years, 
and four additional state health departments reported events 
for some of those years (Mississippi: 2003, Missouri: 2002— 
2005, and Florida and Michigan: 2005-2007). 
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During 2002-2007, a total of 43,766 events involving a 
chemical incident were reported to HSEES in the 15 states. 
Of these, 423 occurred in elementary and secondary schools. 
The annual proportion of all events that were school related 
for each state was consistent across the reporting period and 
ranged from 1% to 3%. School-related events most often 
resulted from human error (62%) (e.g., improper chemical 
storage and unsafe, improper use of materials or equipment), 
equipment failure (17%) (e.g., broken hoses, valves, or pipes), 
or intentional acts (17%) (e.g., using homemade chemical 
bombs [bottle bombs] [3] or 2-chloroacetophenone [i.e., mace 
or pepper spray pranks]) (Table 1). Among the 423 chemical 
incidents in elementary and secondary schools, 31% resulted 
in at least one acute injury and 52% resulted in an evacua- 
tion. Of the 74 incidents caused by intentional acts, 43% were 
associated with an injury. 

A total of 895 persons were injured in the 423 school- 
related incidents. No injuries were fatal, but 11 persons were 
admitted to a hospital. Most injured persons received first aid 
on the scene, sought care from a private physician, or were 
treated at a hospital but not admitted. The health effects most 
commonly associated with the short-term release of carbon 
monoxide were nausea, dizziness, and headache. The release of 
acids and mace or pepper spray resulted primarily in respira- 
tory and eye irritation. Most (86%) HSEES school incidents 
involved the release of only one chemical. Although mercury 
was the most common hazardous substance released (29%), 
only 2% of mercury-related incidents caused an injury (Table 
2). Conversely, although 4% of releases were mace or pepper 
spray by students, these incidents were associated with a high 
rate of injury (86%) and evacuation (90%). Releases (usually 
spills) of hydrochloric acid, commonly found in chemistry 
classrooms, also resulted in a significant rate of injury (58%). 
Carbon monoxide releases, caused primarily from equip- 
ment failure in old air-conditioning and heating systems, also 
resulted in a high rate of incidents with injury (48%) and 
evacuation (81%). 

Reported by: WA Wattigney, MStat, MF Orr, MS, GD Williamson, 
PhD, Div of Health Studies, Agency for Toxic Substances and Disease 
Registry; S Everett Jones, PhD, ]D, Division of Adolescent and School 
Health, CDC. 

Editorial Note: During 2002-2007, a total of 423 chemical 
incidents in schools were reported by the 15 states partici- 
pating in HSEES. The findings indicate that approximately 
30% of chemical exposures resulted in acute injury. Mercury 
was the most commonly reported chemical released, but the 
rate of injury associated with mercury was low. This might be 
explained by the fact that HSEES captures acute health effects 
and mercury is only immediately toxic at extremely high doses, 
which would not be expected at schools. Before the dangers 
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TABLE 1. Number and percentage of chemical incidents* in elementary and secondary schools, associated injury, and ordered 
evacuation, by contributing factor — Hazardous Substances Emergency Events Surveillance system, 15 states, 2002-2007 
incidents 





With injury With ordered evacuation 
Factor x (%) No. (%) No. (%) 
Total (100) 132 (31) 221 (52) 
Human error (62) 80 (30) 134 (51) 
Equipment failure (17) 16 (22) 43 (58) 
Intentional act (17) 31 (43) 39 (54) 
Other (3) 4 (33) 4 (33) 
Not given (<1) 1 (100) 1 (100) 


*An uncontrolled or illegal release, or threatened release, of one or more hazardous substances in a quantity sufficient to require removal, cleanup, or 
neutralization according to federal, state, or local law. 











TABLE 2. Number and percentage of specific chemicals released in elementary and secondary schools, and associated injury 


and ordered evacuation, by type of chemical — Hazardous Substances Emergency Events Surveillance system, 15 states, 
2002-2007 





Releases 
Type of chemicai* x (%)t 





Releases with 
ordered evacuation 


(%)§ . (%)$§ 


Releases with injury 








Mercury (29) 
Carbon monoxide (4) 
Mace or pepper spray? (4) 
Hydrochloric acid (4) 
Ethylene glycol (3) 
Sulfuric acid (2) 
Chlorine (2) 
Sodium hydroxide (2) 
Other chemicals (48) 
Total 


(2) (57) 
(48) (81) 
(86) (90) 
(58) (53) 

(8) 
(36) (45) 
(36) (73) 
(30) (20) 
(42) (46) 





* Only chemicals reported for 10 or more school incidents are specified. 


t Releases of specified chemical, divided by total (467); percentage rounded 


§ Percentage of releases for specified chemical; percentage rounded. 
1 Includes 2-chloroacetophenone. 


“ More than one type of chemical was released in some of the 423 school incidents. 


associated with mercury were fully understood, mercury was 
commonly used in thermometers, sphygmomanometers, 
and barometers and was used in science experiments in 
schools. Eleven states (Indiana, Illinois, Maryland, Michigan, 
Minnesota, New York, North Carolina, Ohio, Rhode Island, 
South Carolina, and Wisconsin) have enacted legislation that 
bans or requires reduced use of mercury in schools (4). HSEES 
data indicate, however, that mercury is still present in many 
schools and spills continue to cause school lockdowns, danger- 
ous exposures, and costly cleanups. 

Like an earlier analysis of 1993-1998 HSEES data (5), this 
analysis for 2002-2007 indicates that most school-related chemi- 
cal incidents continue to be the result of mistakes in the handling 
or use of a substance. These data suggest school staff members 
might benefit from additional training on how to use and handle 
hazardous chemicals to reduce injuries occurring at schools. 


HSEES data are used to guide intervention strategies to 
reduce the occurrence of chemical incidents and subsequent 
injuries (2). For example, data from HSEES indicating that 
mercury is the most commonly reported chemical released in 
school chemical incidents have been used to actively promote 


the removal of mercury-containing equipment from schools. 
New York state has developed information resources to guide 
proper cleanup of mercury spills, thereby reducing the risk for 
exposure and the on-site costs associated with cleanup.* These 
resources, and others, are available to all states. Zhe School 
Chemical and Laboratory Safety Guide,‘ from CDC, also is a 
valuable resource that provides teachers with information to 
prevent or minimize harmful exposures in high school chem- 
istry laboratories. Reducing unnecessary hazardous substances 
in schools, along with proper labeling and education on the 
proper use of potentially dangerous substances, is imperative 
to ensure school safety. 

The findings in this report are subject to at least three limita- 
tions. First, reporting of events to HSEES is not mandatory, 
and reporting sources vary among the states participating in 
HSEES. Therefore, some school events likely are not reported, 
and reporting of school events to HSEES might be more com- 
plete for some states than for others. Second, the definition of 





* Available at hetp://www.health.state.ny.us/environmental/chemicals/hsees/ 
mercury/index.htm. 
' Available at http://www.cdc.gov/niosh/docs/2007-107. 











1200 MMWR 


November 7, 2008 





eligible events varies among states according to their reporting 
resources, state and local laws, and capacity to follow up on 
events. As such, some states might capture more events that 
are less severe (i.e., events that do not result in serious injury 
or evacuation) than others. Finally, other factors might result 
in underreporting of school chemical incidents. 

CDC’s School Health Policies and Programs Study 2006 
found that most school districts in the United States had 
policies on how to use (81%), label (85%), store (88%), and 
dispose of (87%) hazardous materials (7). An even greater per- 
centage of schools nationwide had plans on how to use (92%), 
label (90%), store (93%), and dispose of (93%) hazardous 
materials, and 78% of schools kept an inventory of hazardous 
materials (7). However, to support those policies and plans, 
school districts and schools need resources to ensure proper 
chemical management. For example, school districts need 
assistance in building their capacity to systematically inventory, 
remove, and manage potentially dangerous chemicals. 

To reduce chemical misuse and improve chemical man- 
agement in schools, the Environmental Protection Agency 
developed the Schools Chemical Cleanout Campaign and 
Prevention Program (SC3), a national strategy that incorpo- 
rates models, tools, and guidance from pilot programs, along 
with building a national network of community partners to 
assist schools.’ Using this program, government agencies, 
private companies, and community leaders can work with 
schools to 1) increase awareness about the risks associated with 
chemicals in schools; 2) facilitate the removal of outdated, 
unknown, unneeded, and potentially dangerous chemicals; 3) 
prepare teachers and schools to use less dangerous chemicals 
and in smaller quantities where appropriate; and 4) provide 
inventory tools and information to better manage chemicals 
that cause safety and health concerns in schools. 





» Additional information available at http://www.epa.gov/sc3. 
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Update: Recall of Dry Dog and 
Cat Food Products Associated 
with Human Salmonella 
Schwarzengrund Infections — 
United States, 2008 


On May 16, 2008, CDC reported on a 2006-2007 multi- 
state outbreak of infection with Salmonella enterica serotype 
Schwarzengrund that was associated with dry dog food (/). At 
the time of that report, a total of 70 cases had been reported 
from 19 states, with the last case identified on October 1, 2007. 
Subsequently, an additional case was identified on December 
29, 2007. Epidemiologic and environmental investigations 
have suggested the source of the outbreak was dry pet food 
produced by one manufacturer, Mars Petcare US. This report 
updates the previous CDC report, provides additional epide- 
miologic findings, and describes additional actions taken by 
public health agencies and the manufacturer. In 2008, eight 
more cases have been reported, bringing the total number 
of cases in the outbreak to 79. On September 12, 2008, the 
company announced a nationwide voluntary recall of all dry 
dog and cat food products produced during a 5-month period 
at one Pennsylvania plant.* Dry pet food has a 1-year shelf life. 
Contaminated products identified in recalls might still be in 
the homes of purchasers and could cause illness. Persons who 
have these products should not use them to feed their pets but 
should discard them or return them to the store. 

During 2006-2007, CDC, the Food and Drug 
Administration (FDA), and multiple state health depart- 
ments investigated reports to PulseNet’ of persons infected 
with a strain of S. Schwarzengrund with an indistinguishable 
pulsed-field gel electrophoresis (PFGE) pattern.S A case was 
defined as a laboratory-confirmed infection with the out- 
break strain of S. Schwarzengrund in a person residing in the 
United States who either had symptoms beginning on or after 
January 1, 2006, or (if the symptom onset date was unknown) 
had S. Schwarzengrund isolated from a specimen on or after 
January 1, 2006. Investigators initially identified 70 cases, 
mostly in children. As a result of these findings, on August 
21, 2007, Mars Petcare US (referred to as manufacturer A in 





* The list of recalled products is available at http://petcare.mars.com/othernews 
releases.html. 

' The national molecular subtyping network for foodborne disease surveillance. 

’ Xbal pattern JM6X01.0015. 
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the May 16, 2008 report) announced voluntary 
recalls of selected sized bags of two brands of dry 
dog food, both manufactured by the company 


FIGURE 1. Number of cases* of Salmonella Schwarzengrund human infection 
associated with contaminated dry dog food, by month outbreak strain was 
isolated — United States, January 2006-September 2008 





at its plant in Everson, Pennsylvania. The recall 
was based on microbiologic testing by FDA, 
which found unopened bags of the two brands 
contaminated with the outbreak strain. Other 
brands of dry dog and cat food produced at the 
same facility were not included in that recall. The 
Everson, Pennsylvania, facility ceased operations 
during July-November 2007 to enable cleaning, 
disinfection, and renovation, and resumed nor- 
mal operations in mid-November 2007. 

Despite the 2007 recall, the outbreak strain 
of S.Schwarzengrund was isolated from eight 
more ill persons during January—October 2008 
(Figure 1), bringing the total number of cases 
to 79 in 21 states (Figure 2). The ill persons 
were residents of Pennsylvania (three), Georgia 
(two), New York (two), and Texas (one). The last 
reported specimen collection date was September 
18, 2008. The only connection between the ill persons was 
infection with the outbreak strain; they shared no household 
or family contacts. 

Among the eight ill persons, five were female. Among the 
seven whose age was available, the median age was 8 months 
(range: 4 months—39 years); six persons were aged <2 years. 
Of five ill persons for whom clinical information was available, 
all five had visited a health-care professional, two had bloody 
diarrhea (no information on symptoms was available for the 
other three), and one had been hospitalized. No deaths were 
reported. Of six households with pet ownership known, all six 
had pets (i.e., dogs, cats, or both), but no illness was reported 
in any pet. Pets in three households were being fed a brand 
of dry pet food known to be produced at the Everson plant. 
Investigators collected seven dog stool specimens and two 
samples of dry dog food from the homes of two Pennsylvania 
patients. None of the stool specimens or dog food samples 
tested positive for Salmonella. Bag lot numbers and “best by” 
dates could not be examined in these households because the 
dog food had been poured into plastic containers and the bags 
discarded. Consequently, investigators could not be certain that 
the dog food from the two households had been produced at the 
Everson plant, and, if so, whether the dog food had been produced 
after the plant was reopened in November 2007 or earlier. 

After additional outbreak-linked illnesses were identified 
in 2008, FDA conducted another investigation. In August 
2008, FDA found the outbreak strain of S. Schwarzengrund 
in multiple brands of finished product at the plant, prompting 
another recall of products by Mars Petcare US. On September 


No. of cases 





Everson, Pennsylvania, plant 
suspends operation 


First recall 
announced 
Plant 
closed 
again 


Second 
recall 
announced 





Jan Mar May Jul Sep Nov Jan Mar May Jul Sep Nov Jan Mar May Jul Sep Nov 


2006 2007 | 2008 
Month and year 


* Cases (n = 68) for which date of S. Schwarzengrund isolation was confirmed. 


12, the company announced a nationwide voluntary recall of all 
dry dog and cat food products produced at the Everson plant 
from February 18 to July 29, 2008, when production again 
was suspended at the plant. In addition, Mars Petcare US has 
taken steps to ensure that recalled products are no longer on 
store shelves. On October 1, the company announced that 
the Everson plant would be closed permanently. The FDA 
investigation is continuing. 

Reported by: M Deasy, M Moll, MD, V Urdaneta, MD, S Ostroff; MD, 
Pennsylvania Dept of Health. E Villamil, MPH, P Smith, MD, New York 
State Dept of Health. PulseNet; C Barton Behravesh, DVM, IT Williams, 
PhD, Div of Foodborne, Bacterial, and Mycotic Diseases, National Center 
for Zoonotic, Vector-Borne, and Enteric Diseases, CDC. 

Editorial Note: This outbreak of human Salmonella 
Schwarzengrund infections has continued over a 3-year period, 
likely because of continued contamination in the Everson, 
Pennsylvania, pet food production facility. S. Schwarzengrund 
is a rare serotype of Salmonella. Although the outbreak PFGE 
pattern is the most common S. Schwarzengrund PFGE pat- 
tern in the PulseNet database, isolates with that pattern made 
up c~ y 20 (4%) of the 498 S. Schwarzengrund isolates from 
hun.. s submitted to PulseNet during 1999-2005, suggest- 
ing that the illnesses described in this report resulted from a 
common source. 

Considering the wide distribution of these products and 
the relatively small number of cases, the attack rate for this 
outbreak appears to be low. However, only an estimated 3% 
of all Salmonella infections in the United States are laboratory 
confirmed and reported to surveillance systems (2). A low 
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FIGURE 2. Number of cases* of Salmonella Schwarzengrund 
human infection associated with contaminated dry dog food, 
by state — United States, January 2006—September 2008 


RR 














attack rate supports the hypothesis that infection might have 
resulted from practices in a limited number of households 
that brought humans into contact with the contaminated pet 
food and led to amplification of the organisms (e.g., cross- 
contamination in the kitchens or irregular cleaning of pet food 
bowls that might promote bacteria growth). In addition, the 
strain might primarily affect persons (e.g., young children) 
who are more susceptible to lower infective doses. 

This outbreak is the first documented outbreak to associate 
human Salmonella infections with contaminated dry dog food 
and to trace human illness to a contaminated pet food plant. 
The original source of contamination and mechanisms for con- 
tinued contamination in the Everson plant over a 3-year period 
are unknown. The absence of cases during January-March 
2008 suggests that cleaning and disinfection of the plant might 
have had some effect. FDA is working with Mars Petcare US 
to better understand this problem. 

Since 2006, at least 13 recall announcements involving 
135 pet products (e.g., dry dog food and cat food, pet treats, 
raw diets, and pet supplements) have been issued because of 
Salmonella contamination.’ These recalls have resulted from 
contamination with multiple serotypes of Sa/monella and have 
been associated with multiple pet food manufacturing plants 
in the United States. Pet products typically are recalled after 
product testing indicates contamination with Salmonella. To 
date, no human illness has been associated with these other 
pet food recalls. 

Although the last reported case in this outbreak was tested 
on September 18, 2008, additional cases might occur. The 





$ Available at http://www.accessdata.fda.gov/scripts/petfoodrecall. 


September 2008 recall involved approximately 23,109 tons of 
dry pet foods, representing 105 brands. However, dry pet food 
has a 1-year shelf life, and contaminated product might still be 
in the homes of purchasers and could produce illness. 

State and local health departments that identify ill persons 
with the outbreak strain should query ill persons or their 
caregivers to find out about pet-related exposures, including 
brands of dry pet food used in the home. When possible, pet 
stool specimens and samples of dry pet food should be collected 
and submitted for laboratory testing. Hypothesis-generating 
interviews for enteric infections should routinely include ques- 
tions on contact with pets and other animals, pet food, pet 
treats, and pet supplements. 

Consumers and health departments should be aware that 
all dry pet food, pet treats (3), and pet supplements (4) might 
be contaminated with pathogens such as Salmonella, and 
consumers should use precautions with all brands of dry pet 
food, treats, and supplements. In contrast, canned pet food is 
unlikely to be contaminated with such pathogens because the 
manufacturing process should eliminate bacterial contamina- 
tion. To prevent Salmonella infections, persons should wash 
their hands for at least 20 seconds with warm water and soap 
immediately after handling dry pet foods, pet treats, and pet 
supplements, and especially before preparing and eating food 
for humans. Infants should be kept away from pet feeding 
areas. Children aged <5 years should not be allowed to touch 
or eat dry pet food, treats, or supplements. 

In addition to transmission of Salmonella from contact with 
dry pet food, humans can acquire Salmonella infection from 
contact with the feces of animals that acquired Salmonella 
infection from contaminated dry pet food or other sources. 
Effective hand washing after handling pets and animal feces 
will prevent such infections. Persons who suspect that contact 
with dry pet food or pets has caused illness should consult their 
health-care providers. Additional information on the transmis- 
sion of Salmonella from pets to humans is available at hetp:// 
www.cdc.gov/healthypets/diseases/salmonellosis.htm. 
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Self-Reported Prediabetes 
and Risk-Reduction Activities — 
United States, 2006 


At least one fourth of U.S. adults are known to have predia- 
betes, a condition defined as having impaired fasting glucose 
(plasma glucose level of 100 to <126 mg/dL after an overnight 
fast), impaired glucose tolerance (plasma glucose level of 140 to 
<200 mg/dL after a 2-hour oral glucose tolerance test), or both 
(J—3). Persons with prediabetes are at increased risk for devel- 
oping type 2 diabetes, heart disease, and stroke (3—5). However, 
lifestyle changes can prevent or delay development of diabetes 
and its complications among persons with prediabetes (3,5). To 
assess the prevalence of self-reported prediabetes among U.S. 
adults and the prevalence of activities that can reduce the risk 
for diabetes, CDC analyzed responses to questions regarding 
prediabetes asked for the first time in the 2006 National Health 
Interview Survey. This report summarizes the results of that 
analysis, which determined that, although at least one fourth 
of U.S. adults are known to have prediabetes through surveys 
that included laboratory testing, in 2006, only an estimated 
4% of U.S. adults had been told they had prediabetes. Among 
those who had been told they had prediabetes, 68% had tried 
to lose or control weight, 55% had increased physical activity 
or exercise, 60% had reduced dietary fat or calories, and 42% 
had engaged in all three activities. Persons at greater risk for 
diabetes should be tested according to published recommen- 
dations, and persons with prediabetes should lose or control 
their weight and increase their physical activity to reduce their 
risk for developing diabetes. 

NHIS is an annual, nationally representative, household 
probability survey of the noninstitutionalized, U.S. civilian 
population, conducted by face-to-face interview (6). In 2006, 
the survey included 24,275 adults aged >18 years. NHIS 
sample weights were calibrated to 2000 U.S. census-based totals 
for sex, age, and race/ethnicity. The total household response 
rate was 87%, and 81% of persons identified as sample adults 
completed the interview, yielding a final response rate of 71% 
for the adult sample (6). 

All participants who did not answer “yes” to the question 
“Other than during pregnancy, have you ever been told by a 
doctor or health professional that you have diabetes or sugar 
diabetes?” were asked five additional questions: “Have you ever 
been told by a doctor or health-care professional that you have 
1) prediabetes? 2) impaired fasting glucose? 3) impaired glucose 
tolerance? 4) borderline diabetes? or 5) high blood sugar?” 
Prediabetes was defined as answering “yes” to at least one of 
these five questions. Under this definition, 984 participants 
reported having been told they had prediabetes. 


NHIS participants also were asked three questions about 
their risk-reduction activities: “People often engage in activi- 
ties to lower their risk for health problems or certain diseases. 
During the past 12 months have you 1) been trying to control 
or lose weight? 2) increased your physical activity or exercise? 
or 3) reduced the amount of fat or calories in your diet?” 

Prevalence of self-reported prediabetes was estimated by sex, 
age group, race/ethnicity, and weight status.* To make compari- 
sons among the levels of each covariate while simultaneously 
adjusting for differences in the distributions of all the other 
covariates, adjusted percentages were estimated from a logistic 
regression model predicting prediabetes as a function of sex, 
age group, race/ethnicity, and weight status (7). Among those 
adults with self-reported prediabetes, estimates were made of 
the percentages told they had each of five conditions indicative 
of prediabetes (i.e., prediabetes itself, impaired fasting glucose, 
impaired glucose tolerance, borderline diabetes, or high blood 
sugar). Estimates then were made of the percentages with 
prediabetes who engaged in each of the three risk-reduction 
activities and the percentages who engaged in zero, one, two, 
or all three activities. 

In 2006, an estimated 4.0% of U.S. adults had self-reported 
prediabetes (Table). Among them, 64.4% (95% confidence 
interval [CI] = 59.9%-68.7%) had been told they had bor- 
derline diabetes. Percentages for the other four conditions 
indicative of prediabetes were as follows: high blood sugar, 
38.3% (CI = 34.3%-42.5%); prediabetes itself, 33.7% (CI = 
30.3%-37.3%); impaired glucose tolerance, 15.5% (CI = 
12.3%-19.2%); and impaired fasting glucose, 15.2% (CI = 
12.4%-18.6%). In addition, 43.3% (CI = 39.5%—47.3%) had 
been told that they had two or more of the five conditions. 

The estimated prevalence of self-reported prediabetes 
increased with age, ranging from 2.7% among those aged 
18—44 years to 6.0% among those aged >65 years (Table). 
Prevalence also increased with weight status: 2.3% among 
those with normal weight, 3.9% among those categorized 
as overweight, and 6.3% among those categorized as obese. 
Prediabetes was more prevalent among women (4.8%) than 
men (3.2%). No significant differences were observed in 
prevalence by race/ethnicity. 

Among adults with self-reported prediabetes, 67.6% (CI = 
63.7%-—7 1.4%) had been trying to lose or control weight dur- 
ing the preceding 12 months, 59.8% (CI = 55.6%-64.0%) 
had reduced dietary fat or calories, and 54.7% (CI = 50.7%- 
58.7%) had increased physical activity or exercise. Although 
42.1% (CI = 38.0%-46.3%) reported engaging in all three 





*Categorized as normal weight (body mass index [BMI] of <25 kg/m?), 
overweight (25 to <30 kg/m?), or obese (>30 kg/m”), using height and weight 
reported by participant. 
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TABLE. Number and percentage of adults aged >18 years with self-reported prediabetes,* by selected characteristics — National 


Health Interview Survey, United States, 2006 





No. reporting 


Characteristic prediabetes 


Estimated no. 
of U.S. adults 


(95% Cit) Adjusted %§ (95% Cl) 





Total 984 
Sex 
Men 3,409,372 
Women 


Age group (yrs) 
18-44 


8,833,309 


5,423,937 


3,017,364 
385 3,684,869 
> 277 2,131,076 
Race/Ethnicity 
Hispanic 152 
White, non-Hispanic 609 
Black, non-Hispanic 179 
Asian, non-Hispanic 35 
Weight status" 
Normal 225 
Overweight 325 
Obese 434 


948,378 
6,463,265 
1,008,987 

272,982 


1,888,507 
2,858,764 
4,086,038 


(3.7-4.4) ‘i 


(2.8-3.7) 
(4.3-5.3) 


(2.7—3.6) 
(4.3-5.3) 


(2.4-3.2) 
(4.4-5.7) 
(5.2-6.9) 


(2.4-3.3) 
(4.1-5.3) 
(5.0-6.7) 


(2.8—4.0) 
(3.84.7) 
(3.3-4.7) 
(1.84.2) 


(3.0—-4.3) 
(3.6-4.6) 
(3.0-4.4) 
(2.2-5.2) 


(1.9-2.8) 
(3.4—4.5) 
(5.6—7.1) 


(1.9-2.7) 
(3.5-4.6) 
(5.46.9) 





* Defined as having impaired fasting glucose (plasma glucose level of 100 to <126 mg/dL after an overnight fast), impaired glucose tolerance (plasma glucose 


level of 140 to <200 mg/dL after a 2-hour oral glucose tolerance test), or both. 


t Confidence interval. 


§ Calculated from a logistic regression model that included sex, age group, race/ethnicity, and body mass index (BMI) category. 
1 Normal weight, overweight, and obese are defined as BMI of <25 kg/m, 25 to <30 kg/m2, or >30 kg/m, respectively, using height and weight reported by 


participant. 


activities during the preceding 12 months, 23.9% (CI = 
20.3%—27.4%) had not engaged in any of these risk-reduction 
activities (Figure). 
Reported by: DR Rolka, MS, NR Burrows, MPH, Y Li, MPH, LS 
Geiss, MA, Div of Diabetes Translation, National Center for Chronic 
Disease Prevention and Health Promotion, CDC. 
Editorial Note: This report provides the first nationally repre- 
sentative estimates of the prevalence of self-reported prediabetes 
in the U.S. adult population and the first estimates of the 
prevalence of risk-reduction activities among adults who had 
been told they had prediabetes. The results indicate that, in 
2006, only 4% of U.S. adults were aware they had prediabetes 
or a condition indicative of prediabetes. In addition, 24% of 
U.S. adults with prediabetes did not participate in any of three 
recommended risk-reduction activities 

The finding of 4% self-reported prevalence of prediabetes is low 
compared with the 26% of U.S. adults aged >20 years estimated 
to have impaired fasting glucose based on laboratory test results 
in the 2003—2006 National Health and Nutrition Examination 
Survey (NHANES) (7). Other NHANES data, from 1988-1994, 
indicate an even higher prevalence of prediabetes among persons 
aged 40~—74 years. During that period, NHANES conducted oral 
glucose tolerance tests of persons in that age group and estimated 
that 40% of adults aged 40—74 years had impaired fasting glucose, 
impaired glucose tolerance, or both (2). 

The low prevalence of self-reported prediabetes described 
in this report likely indicates a low level of awareness among 


FIGURE. Percentage of adults aged >18 years with self-reported 
prediabetes* who participated in selected activities that reduce 
risk for diabetes — National Health Interview Survey, United 
States, 2006 


Tried to lose or 
control weight 


increased physical 
activity or exercise 


Reduced fat or calories 


None of the activities 


Selected activities 


One activity 
Two activities 


Three activities 


40 
Percentage 
* Defined as having impaired fasting glucose (plasma glucose level of 100 
to <126 mg/dL after an overnight fast), impaired glucose tolerance (plasma 
glucose level of 140 to <200 mg/dL after a 2-hour oral glucose tolerance 


test), or both. 
t 95% confidence interval. 


persons who have prediabetes. Prediabetes is a relatively new 
term that came into wider use beginning in 2002, after publica- 
tion of results from the Diabetes Prevention Program interven- 
tion trial (5). Physicians and other health-care providers have 
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used various other terms to describe prediabetes. The use of 
different terms might have produced confusion among persons 
over what their health-care providers diagnosed. 

The results of this analysis also might indicate that a large 
percentage of persons with prediabetes have not been tested 
or diagnosed. The tests used to screen for prediabetes are the 
same as those used to screen for diabetes, and the population 
at risk for prediabetes is the same population as that at risk 
for type 2 diabetes. Hence, screening recommendations for 
prediabetes are essentially the same as those for diabetes (3). 
The American Diabetes Association has recommended that 
testing for prediabetes and diabetes be considered for adults 
who meet certain criteria (Box) (8). 

The Diabetes Prevention Program intervention trial showed 
that diet and exercise can lower the incidence of type 2 diabe- 
tes by 58% over 3 years among those at high risk for diabetes 
(5). Trial participants lost weight by reducing dietary fat and 
calories and by exercising at least 30 minutes a day, 5 days a 
week. The American Diabetes Association recommends that 
clinicians counsel patients with prediabetes on weight loss of 
5—10% of body weight and on increasing physical activity to 
at least 150 minutes of moderate activity (e.g., walking) per 
week. Metformin administration should be considered under 
certain circumstances (8). However, the results in this report 
indicate that, although 42% of adults with prediabetes tried 


to lose or control weight, reduce fat or calories, and increase 
physical activity, one fourth did not engage in any of these 
risk-reduction activities. 


The findings in this report are subject to at least two limita- 
tions. First, NHIS interviews are household based and do not 
include persons who are institutionalized, including those 
living in nursing homes. Second, the 2006 NHIS questions 
regarding self-reported prediabetes were asked for the first 
time. Hence, no previous studies are available for comparison 
and validation. 

Interventions to prevent or delay onset of type 2 diabetes 
in persons with prediabetes are feasible and cost effective, and 
lifestyle interventions are more cost effective than medications 
(9). The gap in prevalence between those with prediabetes 
and those aware of their condition presents an opportunity 
to reduce the burden of diabetes by increasing awareness of 
prediabetes and encouraging adoption of healthier lifestyles 
and risk-reduction activities. 
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BOX. Criteria for testing for prediabetes and diabetes in 
asymptomatic adults 





1. Testing should be considered in all adults who are 
overweight (body mass index >25 kg/m**) and have 
any of the following additional risk factors: 

* physical inactivity; 

* first-degree relative with diabetes; 

* members of a high-risk ethnic population (e.g., 
African American, Latino, Native American, Asian 
American, and Pacific Islander); 
women who delivered a baby weighing >9 lb or 
diagnosed with gestational diabetes; 
hypertension (>140/90 mmHg or on therapy for 
hypertension); 

HDL cholesterol level <35 mg/dL (0.90 mmol/L) 
and/or a triglyceride level >250 mg/dL (2.82 mmol/L); 
women with polycystic ovarian syndrome; 
impaired glucose tolerance or impaired fasting glucose 
on previous testing; 

other clinical conditions associated with insulin resis- 
tance (e.g., severe obesity and acanthosis nigricans); 
or 

* history of cardiovascular disease. 

. In the absence of these risk factors, testing for predia- 
betes and diabetes should begin at age 45 years 

. If results are normal, testing should be repeated at least 
at 3-year intervals, with consideration of more frequent 
testing depending on initial results and risk status. 





SOURCE: American Diabetes Association. Standards of medical care in 
diabetes—2008. Diabetes Care 2008;31 (Suppl 1):$12-54. 
* At-risk body mass index might be lower in certain populations. 
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Notice to Readers 





National Epilepsy Awareness Month — 
November 2008 


November is National Epilepsy Awareness Month. Epilepsy, 
which currently affects approximately 2.5 million persons in 
the United States, is characterized by recurrent, unprovoked 
seizures (1). Delayed recognition of these seizures and subse- 
quent inadequate treatment increases the risk for additional 
seizures, disability, decreased health-related quality of life, and, 
in rare instances, death (2-4). 

Although epilepsy can occur at any age, the condition is 
more likely to begin in childhood or older adulthood (5). The 
number of cases among older adults is increasing as the U.S. 
population ages (3). The effects of epilepsy also can affect the 
transition to adult activities (e.g., driving and working). A 
multistate study by CDC indicated that approximately 1% of 
adults have active epilepsy, and many might not be receiving 
the best available medical care (/). 

To improve the health care and community support avail- 
able to persons affected by epilepsy, the Epilepsy Foundation, 
in partnership with CDC, is conducting a multiyear national 
campaign to use public education and programs that foster 
community awareness. The goal of this year’s campaign, 
entitled No More Seizures, is to increase the number of persons 
with epilepsy who can achieve optimum control of their condi- 
tion (i.e., no seizures or treatment side effects). To achieve this 
goal, basic education and empowerment messages have been 
developed to encourage persons with epilepsy to learn about 
new treatments, seek the care of specialists trained in epilepsy 
care, and discuss the management of their condition with their 
doctors. In addition, persons who have experienced seizures 
can access a new website (http://www.nomoreseizures.org) to 
partner with the Epilepsy Foundation and others in managing 
their treatment for the condition. 


Other campaign activities include school-based health educa- 
tion programs, community workshops for diverse audiences, 
and training for older adults and their caregivers. In addition, 
the Epilepsy Foundation has developed pilot curricula for 
police and emergency response personnel and is evaluating a 
pilot comprehensive employment program to educate employ- 
ers about epilepsy in the workplace. Their Epilepsy Resource 
Center supports consumers through online, telephone, e-mail, 
and regular mail services. Partnerships with other national and 
local organizations have been established to provide programs 
in public education and community awareness; these organiza- 
tions include the National Association of School Nurses, AARP, 
Community Health Workers/Promotores National Network, 
National Council of La Raza, National Center for Farmworker 
Health, East Coast Community Health Centers Association, 
American Epilepsy Society, Police Executive Forum, and 
Hispanic Communication Network. 

Information regarding epilepsy and the national campaign is avail- 
able from the Epilepsy Foundation by telephone (800-332-1000) 
or online (http://www.epilepsyfoundation.org). Information in 
Spanish is available online (http://www.fundacionparalaepilepsia. 
org) or by telephone (866-748-8008). 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Death Rate* Among Teens Aged 15-19 Years, by Sex — 
National Vital Statistics System, United States, 1985-2005 
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During 1985-2005, death rates among all teens aged 15-19 years declined substantially, from a high of 
88.7 deaths per 100,000 population in 1991 to 65.0 in 2005. This decline resulted primarily from a 28% 
decrease in the death rate for males aged 15-19 years during that period. In 2005, a total of 13,703 deaths 
occurred among all teens aged 15-19 years. 


SOURCE: National Vital Statistics System data, available at http://wonder.cdc.gov/mortsql.htm! and http://www.cdc. 
gov/nchs/deaths.htm. 




















1208 


MMWR 


November 7, 2008 





TABLE 1. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending November 1, 2008 (44th week)* 





Current Cum weekly 
2008 average 


Disease 


Total cases 


oe reported for previous years 





2007 2006 2005 2004 2003 


States reporting cases during current week (No.) 





Anthrax —_ 
Botulism 
foodborne 11 
infant 77 
other (wound & unspecified) 16 
Brucellosis 74 
Chancroid 30 
Cholera 1 
Cyclosporiasis§ 113 
Diphtheria 
Domestic arboviral diseases’ 
California serogroup 
eastern equine 
Powassan 
St. Louis 
western equine 
Ehrlichiosis/Anaplasmosis$:** 
Ehrlichia chaffeensis 
Ehrlichia ewingii 
Anaplasma phagocytophilum 
undetermined 
Haemophilus influenzae," 
invasive disease (age <5 yrs) 
serotype b 
nonserotype b 
unknown serotype 
Hansen disease 
Hantavirus pulmonary syndrome$ 
Hemolytic uremic syndrome, postdiarrheal$ 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 years)5$ 
influenza-associated pediatric mortality$ ™ 
Listeriosis 
Measies*** 
Meningococcal disease, invasivettt 
A,C, Y, & W-135 
serogroup B 
other serogroup 
unknown serogroup 
Mumps 
Novel influenza A virus infections 
Plague 
Poliomyelitis, paralytic 
Polio virus infection, nonparalytic$ 
Psittacosis$ 
Qfever5-555 total 
acute 
chronic 
Rabies, human 
Rubella™ 
Rubella, congenital syndrome 
SARS-Cov5-"*** 
Smalipox$ 
Streptococcal toxic-shock syndrome$ 
Syphilis, congenital (age <1 yr) 
Tetanus 
Toxic-shock syndrome (staphylococcal)§ 
Trichineliosis 
Tularemia 
Typhoid fever 
Vancomycin-intermediate Staphylococcus aureus$ 
Vancomycin-resistant Staphylococcus aureus 
Vibriosis (noncholera Vibrio species infections) 
Yellow fever 


—_ 1 1 = < 


0 32 20 19 16 20 
2 8 97 85 87 76 
0 27 4 #31 30 33 
3 131 121 120 114 104 
1 23 633 17 30 54 
0 7 6 2 
1 93 160 «=75 
0 


-_ _ 1 


108 
14 


41 


321 


362 
44 


32 


95 
26 


— 


504 
N 


CBOMDSPONWNO 


lol lwollol=s-ana 


| moounonoomn |! 


CA (1) 


CA (1) 
FL (1), CA (1) 


NY (1), MN (2), NC (1) 


NY (1), MN (11) 


AK (1) 


NC (1), FL (2), CA (2) 
NY (1), MI (2), MO (1), NC (4), FL (1), CA (1) 


PA (2), OH (2), NC (1), GA (1), FL (1) 


OK (1) 
MO (1), FL (1), MS (1), CO (1), CA (1) 
MO (1), AZ (1), WA (1), CA (2) 


FL (4), WA (1), CA (6) 





See Table 1 footnotes on next page 
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TABLE 1. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding 
year) — United States, week ending November 1, 2008 (44th week)* 


—:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. 

* Incidence data for reporting year 2008 are provisional, whereas data for 2003, 2004, 2005, 2006, and 2007 are finalized. 

t Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf. 

5 Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 and 2008 for the domestic arboviral diseases and 
influenza-associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm. 

1 Includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table |. 

“* The names of the reporting categories changed in 2008 as a result of revisions to the case definitions. Cases reported prior to 2008 were reported in the categories: Ehrlichiosis, 
human monocytic (analogous to E. chaffeensis); Ehrlichiosis, human granulocytic (analogous to Anaplasma phagocytophilum), and Ehrlichiosis, unspecified, or other agent 
(which included cases unable to be clearly placed in other categories, as well as possible cases of E. ewingii). 

tt Data for H. influenzae (all ages, all serotypes) are available in Table |!. 

88 Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table |V, which appears quarterly. 

™ Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. There are no reports of confirmed influenza-associated 
pediatric deaths for the current 2008-09 season. 

*** No measles cases were reported for the current week. 

ttt Data for meningococcal disease (all serogroups) are available in Table II. 

555 In 2008, Q fever acute and chronic reporting categories were recognized as a result of revisions to the Q fever case definition. Prior to that time, case counts were not 
differentiated with respect to acute and chronic Q fever cases 

™ No rubella cases were reported for the current week. 

**** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases. 





FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals November 1, 2008, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 861 
Hepatitis A, acute 100 
Hepatitis B, acute 122 
Hepatitis C, acute 32 
Legioneliosis 126 

Measles” 

Meningococcal disease 
Mumps 


Pertussis 





f T T T T 


0.03125 0.0625 0.125 0.25 05 


Ratio (Log scale)’ 


Beyond historical limits 


* No measles cases were reported for the current 4-week period yielding a ratio for week 44 of zero (0). 

tT Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods 
for the past 5 years). The point where the hatched area begins is based on the mean and two standard deviations of 
these 4-week totals. 





Notifiable Disease Data Team and 122 Cities Mortality Data Team 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Chiamydiat Coccidiodomycosis Cryptosporidiosis 
Previous Previous Previous 
Current __52weeks == cum Cum Current __52weekS Cum Current __52week = Cum 
Reporting area week Med Max 2008 2007 week Med Max week Med Max 2008 
United States 11,950 21,133 28,892 906,519 928,587 1 77 426 5,740 


New England 901 704 1.516 31,043 29,635 279 
Connecticut 417 215 9,786 8,784 37 
Maine$ — 2,122 2,167 
Massachusetts 439 14,512 13,366 
New Hampshire 35 1,800 1,773 
Rhode Island§ — 2,195 2,650 
Vermont$ 10 628 895 


Mid. Atlantic 1,384 ; : 121,380 121,393 
New Jersey — 15,469 18,265 
New York (Upstate) 656 4 22,978 22,799 
New York City 95 ' 47,155 44,036 
Pennsylvania 633 , 35,778 36,293 


E.N. Central 629 ‘ 145,501 151,649 
Illinois _ 40,612 44,890 
Indiana — 16,644 17,952 
Michigan 504 i 37,562 31,548 
Ohio 11 f 36,361 40,407 
Wisconsin 114 14,322 16,852 


W.N. Central 597 f 54,844 53,634 
lowa 165 7,598 7,428 
Kansas 86 7,815 6,875 
Minnesota — 11,232 11,500 
Missouri 282 20,519 19,838 
Nebraska$ 60 3,914 4,354 
North Dakota 4 1,365 1,462 
South Dakota _ 2,401 2,177 


S. Atlantic 159,435 182,728 
Delaware 3,160 
District of Columbia 5,804 
Florida , 58,917 
Georgia ; 15,283 
Maryland$ 19,484 
North Carolina 5,901 
South Carolina§ 22,124 
Virginia$ 26,255 
West Virginia 2,507 
E.S. Central 69,454 
Alabama$ 18,558 
Kentucky 10,252 
Mississippi 16,976 
Tennessee$ 23,668 
W.S. Central 119,820 
Arkansas§ 12,154 
Louisiana 16,437 
Oklahoma 7,668 
Texas$ 83,561 
Mountain 49,028 
Arizona 650 16,675 
Colorado 488 8,136 
Idaho 314 3,183 
Montana$ 363 2,414 
Nevada’$ 416 6,668 
New Mexico$ 561 5,859 
Utah 253 4,803 
Wyomings 58 1,290 
Pacific 4,676 156,014 
Alaska 129 3,764 
California 4,115 122,911 
Hawaii 152 4,389 
Oregons 402 8,392 
Washington 634 16,558 
American Samoa 20 73 
C.N.M.1. “= — 
Guam 5 24 115 
Puerto Rico 121 612 5,794 
U.S. Virgin Islands 12 23 502 


C.N.M.1.: Commonwealth of Northern Mariana Islands. 


U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 


* Incidence data for reporting year 2008 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears quarterly. 
t Chlamydia refers to genital infections caused by Chlamydia trachomatis. 


5 Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44. 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current __52weeks _ Current __52weekS = Cum Cum Current __52weeks Cum 
Reporting area week Med Max week Med Max 2008 2007 week Med Max 2008 


United States 184 1,158 ‘ 2,865 5,939 8,913 251,842 299,513 11 173 2,098 


New England 142 227 4,476 4,641 
Connecticut 199 2,232 1,771 
Maine$ 6 80 105 
Massachusetts 67 127 1,785 2,232 
New Hampshire 3 86 128 
Rhode Island§ i 269 

Vermont$ 7 24 


Mid. Atlantic 341 j 27,349 
New Jersey — 3,971 
New York (Upstate) 5,114 
New York City 29 8,737 
Pennsylvania 188 9,527 
E.N. Central 51,937 
Illinois 14,136 
Indiana 6,746 
Michigan 14,213 
Ohio 12,963 
Wisconsin 3,879 
W.N. Central 13,917 
lowa 1,289 
Kansas 1,933 
Minnesota 2,464 
Missouri 6,748 
Nebraska$ 1,121 
North Dakota 82 
South Dakota 280 


S. Atlantic 53,829 
Delaware 898 
District of Columbia 2,197 
Florida 

Georgia 
Maryland$ 
North Carolina 
South Carolina 
VirginiaS 

West Virginia 


E.S. Central 
Alabama’$ 
Kentucky 
Mississippi 
Tennessee$ 


W.S. Central 
Arkansas$ 
Louisiana 
Oklahoma 
Texas§ 


Mountain 

Arizona 

Colorado 

Idaho$ 

Montana$ 

Nevada’ 

New Mexico$ 

Utah 

Wyoming$§ 

Pacific 

Alaska 

California 

Hawaii 

Oregons 

Washington 

American Samoa 
MAL. 

Guam 

Puerto Rico 

U.S. Virgin Islands 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:No reported cases. N:Notnotifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 

* Incidence data for reporting year 2008 are provisional. 

t Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table | 

§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Hepatitis (viral, acute), by typet 





B Legionellosis 
Previous Previous 
__ 52 weeks _ Cum Current __52 weeks Cum 
week Med Max week Med Max 2008 


31 138 2,299 
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United States 
New England 
Connecticut 
Maine$ 
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New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
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Michigan 
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North Dakota 
South Dakota 


S. Atlantic 
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Florida 
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North Carolina 
South Carolina$ 
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W.S. Central 
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Washington 
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U.S. Virgin islands — 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 


U: Unavailable. —:No reported cases. N: Notnotifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum 
* Incidence data for reporting year 2008 are provisional. 
t Data for acute hepatitis C, viral are available in Table | 


5 Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Meningococcal disease, invasivet 

All serotypes 
Previous Previous Previous 

Current __52weeks = cum Cum Current __52weeks _ Current 52 weeks 

Reporting area week Med Max 2008 2007 week 


United States 222 344 1,406 21,342 23,967 


New England 44 251 3,037 7,366 
Connecticut 0 35 a 2,911 
Maine$ 2 73 520 437 
Massachusetts 13 114 1,039 2,884 
New Hampshire 133 1,194 848 
Rhode Isiand§ 12 = 161 
Vermonts 38 284 125 


Mid. Atlantic ! 998 12,755 9,857 
New Jersey 188 2,301 

New York (Upstate) 453 4,297 

New York City 10 

Pennsylvania 526 


E.N. Central 121 
Illinois — 9 
Indiana 8 
Michigan 12 
Ohio 

Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska$ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland$ 

North Carolina 
South Carolina 
Virginia$ 

West Virginia 


E.S. Central 
Alabama$ 
Kentucky 
Mississippi 
Tennessee$ 


W.S. Central 
Arkansas$ 
Louisiana 
Oklahoma 
Texas§ 


Mountain 
Arizona 
Colorado 
idaho$ 
Montana$ 
Nevada’ 
New Mexico$ 
Utah 
Wyoming$ 
Pacific 
Alaska 
California 
Hawaii 
Oregons 
Washington 


Lyme Disease Malaria 





amino Cl 
Max week Med Max 2008 


136 892 
35 21 
27 1 
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C.N.M.1.: Commonweaith of Northern Mariana Islands. 

U: Unavailable. —:Noreportedcases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum 

* Incidence data for reporting year 2008 are provisional. 

t Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 

§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 

__52 weeks _ Current __52weeks = = Cum Cum Current __52weeks cum 
Reporting area week Med week Med Max 2008 2007 week Med Max 2008 
United States 849 142 3,935 5,354 16 1,910 
New England 20 309 474 
Connecticut 17 202 
Mainet 76 
Massachusetts N 
New Hampshire 48 
Rhode Island N 
Vermontt 


Mid. Atiantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Iilinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska? 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Marylandt 

North Carolina 
South Carolina’ 
Virginiat 

West Virginia 
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Alabamat 
Kentucky 
Mississippi 
Tennesseet 
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Louisiana 
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Texas! 
Mountain 
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idahot 
Montanat 
Nevadat 
New Mexicot 
Utah 
Wyoming 
Pacific 
Alaska 
California 
Hawaii 
Oregont 
Washington 
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C.N.M.1.: Commonweaith of Northern Mariana Islands. 


U: Unavailable. —:Noreported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum 
* Incidence data for reporting year 2008 are provisional 


' Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44. 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Salmonellosis Shiga toxin-producing E. coi: (STEC)t Shigellosis 
Previous Previous Previous 
Current __52weeks = = cum Cum Current __52weekS = Cum Cum Current __52 weeks 
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 week Med 
United States 558 2,110 36,405 39,973 64 248 4,216 4,222 176 


New England 448 1,547 2,098 293 _ 
Connecticut 418 418 431 71 — 
Maine§ 119 125 36 
Massachusetts 741 1,220 133 

33 





Cum Cum 
Max 2008 2007 


1,227 15,355 15,255 
35 231 
4 44 





| 

o 
w 
s 
oO 


14 
145 

New Hampshire 121 153 5 
Rhode Island§ 77 96 20 
3 


Vermont 71 73 


Mid. Atlantic 4,303 5,316 
New Jersey 488 1,111 


New York (Upstate) 1,198 1,266 
New York City 1,111 1,184 
Pennsylvania 1,506 1,755 


E.N. Central 4,068 5,239 
Illinois _ 943 1,778 
Indiana . 531 590 
Michigan 772 837 
Ohio 1,127 1,159 
Wisconsin 695 875 
W.N. Central 2,385 2,488 
lowa 347 423 
Kansas 384 365 
Minnesota 639 596 
Missouri 

Nebraska$ 

North Dakota 

South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland$§ 

North Carolina 
South Carolina$ 
Virginias 

West Virginia 


E.S. Central 
Alabama’ 
Kentucky 
Mississippi 
Tennessee$ 


W.S. Central 
Arkansas$ 
Louisiana 
Oklahoma 
Texas$ 


Mountain 
Arizona 
Colorado 

Idaho$ 
Montana$ 
Nevada’ 

New Mexico$ 
Utah 

Wyoming§ 
Pacific 

Alaska 

California 

Hawaii 

Oregon’ 
Washington 
American Samoa 
C.N.M.1. 

Guam 

Puerto Rico 

U.S. Virgin Islands 


C.N.M.I.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:No reported cases. N:Notnotifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 

* Incidence data for reporting year 2008 are provisional. 

t Includes E. coli 0157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped. 

5 Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Streptococcus pneumoniae, invasive disease, nondrug resistantt 
Streptococcal diseases, invasive, group A Age <5 years 


Previous Previous 
52 weeks Cum 52 weeks Cum 
Max 2008 2008 
259 4,411 1,283 











Reporting area 
United States 


New England 
Connecticut 
Maine$ 
Massachusetts 
New Hampshire 
Rhode Island$§ 
Vermont$ 


Mid. Atiantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska$ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland$§ 

North Carolina 
South Carolina$ 
Virginia’ 

West Virginia 


E.S. Central 
Alabama’ 
Kentucky 
Mississippi 
Tennessee$ 


W.S. Central 
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Oklahoma 
Texas$ 


Mountain 
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Idaho 
Montana’ 
Nevada$ 
New Mexico§ 
Utah 
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Pacific 
Alaska 
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Hawaii 
Oregon$ 
Washington 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 


U: Unavailable. —:Noreportedcases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 
* Incidence data for reporting year 2008 are provisional. 


' Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
(NNDSS event code 11717). 


5’ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





Streptococcus pneumoniae, invasive disease, drug resistantt 





A B Syphilis, primary and secondary 
Previous Previous 

Current __52.weeks Current __52weeks _ 
Reporting area week Med Max week Med Max 
United States 57 307 
New England 49 
Connecticut 
Maine’ 
Massachusetts 
New Hampshire 
Rhode Island$§ 
Vermont$ 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska$ 
North Dakota 
South Dakota 


S. Atlantic 
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District of Columbia 
Florida 

Georgia 

Maryland$ 

North Carolina 
South Carolina 
Virginias 

West Virginia 
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Mississippi 
Tennessee$ 
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Louisiana 
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Texas$ 
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Montana$ 
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New Mexico$§ 
Utah 
Wyoming$ 
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Alaska 
California 
Hawaii 
Oregons 
Washington 


American Samoa 
N.M.1. 
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C.N.M.l1.: Commonwealth of Northern Mariana Islands. 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 

* Incidence data for reporting year 2008 are provisional. 

t Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720). 

§ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 1, 2008, and November 3, 2007 
(44th week)* 





West Nile virus diseaset 
Varicella (chickenpox) Neuroinvasive Nonneuroinvasives 
Previous Previous Previous 
Current __52weekSs = Cum Cum Current __52weeks _ Current __52 weeks _ 
Reporting area week Med Max 2008 2007 week Med Max 2008 
United States 187 652 21,598 32,942 — 
New England 432 2,145 
Connecticut — 1,237 
Maine? — 293 
Massachusetts 
New Hampshire 
Rhode Island" 
Vermont? 
Mid. Atlantic 
New Jersey 
New York (Upstate) 
New York City 
Pennsylvania 
E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 
W.N. Central 
lowa 
Kansas 
Minnesota 
Missouri 
Nebraska" 
North Dakota 
South Dakota 
S. Atlantic 
Delaware 
District of Columbia 
Florida 
Georgia 
Maryland* 
North Carolina 
South Carolina’ 
Virginia’ 
West Virginia 
E.S. Central 
Alabama" 
Kentucky 
Mississippi 
Tennessee" 
W.S. Central 
Arkansas" 
Louisiana 
Oklahoma 
Texas" 
Mountain 
Arizona 
Colorado 
Idaho 
Montana’ 
Nevada" 
New Mexico" 
Utah 
Wyoming" 
Pacific 
Alaska 
California 
Hawaii 
Oregon* 
Washington 
American Samoa 
C.N.M.1 
Guam 
Puerto Rico 
U.S. Virgin Islands — 


C.N.M.1.: Commonwealth of Northern Mariana Isiands. 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med:Median. Max: Maximum. 

* Incidence data for reporting year 2008 are provisional. 

' Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). 
Data for California serogroup, eastern equine, Powassan, St. Louis, and western equine diseases are available in Table |. 

5 Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm. 

‘ Contains data reported through the National Electronic Disease Surveillance System (NEDSS). Due to technical difficulty, no data from the NEDSS system were included in week 44. 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 1, 2008 (44th week) 





Reporting area 


All causes, by age (years) 





All 


265 45-64 25-44 1-24 


<1 


Palit 
Total 


Reporting area 


All causes, by age (years) 





All 
Ages 


265 45-64 25-44 1-24 





New England 
Boston, MA 
Bridgeport, CT 
Cambridge, MA 
Fall River, MA 
Hartford, CT 
Lowell, MA 
Lynn, MA 

New Bedford, MA 
New Haven, CT 
Providence, Ri 
Somerville, MA 
Springfield, MA 
Waterbury, CT 
Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PAS 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers, NY 


E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit, MI 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 

Grand Rapids, MI 
Indianapolis, IN 
Lansing, MI 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 
Des Moines, IA 
Duluth, MN 
Kansas City, KS 
Kansas City, MO 
Lincoin, NE 
Minneapolis, MN 
Omaha, NE 

St. Louis, MO 
St. Paul, MN 
Wichita, KS 


134 
53 
7 
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2 
40 
2 
4 
2 
1 
16 
2 
3 
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1 
2 
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1 
34 
2 
2 
5 
2 
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5 
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11 
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S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C. 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA’ 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Lake City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, HI 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Totai** 


1,130 
101 
159 
125 
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U: Unavailable. —:No reported cases. 
* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of > 100,000. A death is reported by the place of its occurrence 
and by the week that the death certificate was filed. Fetal deaths are not included. 
t Pneumonia and influenza. 
5 Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks. 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted. 
** Total includes unknown ages. 
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